INTRODUCTION
J uvenile xanthogranuloma (JXG) is a benign cutaneous, fibrohistiocytic lesion and a type of granulomatous process that belongs to the broad group of nonLangerhans cell histiocytosis (LCH) first described by Adamson in 1905. [1] They comprise a group of rare disorders which may present at birth, or infancy but can also occur in adults of all ages. It presents with lesions that may be solitary or multiple nodules, papules or plaques several millimeters in diameter. The sites of predilection include head and neck, but it may also occur on the extremities and trunk with occasional involvement of internal organs such as lung, kidney, gastrointestinal tract; the commonest being ocular involvement.
CASE REPORTS

Case 1
A 7-year-old male child born of nonconsanguineous marriage presented with asymptomatic rapidly progressing multiple lesions on the face of 6 months duration. Cutaneous examination revealed multiple grouped skin-colored flat-topped shiny Ultrasound of the lesion was done to rule out a hemangioma and any other vascular malformation. Ocular examination of all the patients was normal.
Histopathology from the lesions showed dense infiltrate of benign polygonal to spindle-shaped fibroblastic cells. Numerous foamy histiocytes within the papillary dermis, including multiple Touton cells with foamy, vacuolated cytoplasm with scattered lymphocytes.
Immunohistochemistry revealed that the histiocytic cells were positive for CD68 and negative for CD1a, S-100, and Langerin. These combined results confirm that the histiocytes were nonLangerhans cells.
Based on the clinical examination, histopathology and immunohistochemistry, a diagnosis of JXG was made.
The spontaneous resolution was noted in the first case while the other two cases are still under follow-up.
DIAGNOSIS: DISCUSSION
The non-LCH are a diverse group of disorders defined by the accumulation of histiocytes that do not meet phenotypic criteria for the diagnosis of Langerhans cells. JXG is a disease of the young child with a median age of onset of 2 years. Lesions may vary in size, but children younger than 6 months of age tend to present with multiple lesions with predominance in the head and neck. The male preponderance is much higher (12:1) in young infants with multiple skin lesions which was consistent in our series as well. [2] Associations include neurofibromatosis type 1 and juvenile chronic myelogenous leukemia. [3] Ocular JXG occurs in the very young child, with 92% of patients being younger than 2 years of age, and may occur without concomitant skin involvement. [4] Eye involvement when occurs is usually but not always unilateral, and commonly presents with an asymptomatic iris tumor, a red eye with signs of uveitis, unilateral glaucoma, spontaneous hyphema or heterochromia iridis. Clinical differentials to be considered include xanthoma, spitz nevi, mastocytoma, neurofibroma, molluscum contagiosum, and hemangioma. [5] The basic histopathology of the non-LCH shows well-circumscribed nodules with dense infiltrates of histiocytes. Touton giant cells have been noted in 85% cases of histiocytosis in a recent series. [2] Electron microscopy reveals dense bodies, worm-like bodies, and popcorn bodies. S-100 protein immunoreactivity, a marker for the diagnosis of LCH, is typically absent.
Juvenile xanthogranuloma is most often a self-limiting disease that often spontaneously regresses completely or may leave a residual atrophic or hyperpigmented scar. 
